The Identity Process Theory is a theory of how people adapt to aging. According to this theory, older people attribute their physical functioning to a more variable state of health or to their age. 
with Norway's Nordic ranking, its citizens are instructed to abide by the Likhet. The Likhet instructs Norwegians that no one ought to be or should be made to feel more deserving or important in the conduct of everyday matters [16] . The Norwegian practice of carefully choosing whom one is socially accessible to confirms an individual's worth and uniqueness [16] . Nonetheless hierarchical relationships are largely unwanted and often met with suspicion [15] . Norwegians' trust in others is highest worldwide [17] . Norwegian society is an egalitarian society frowning upon social hierarchies and self-importance. The explicit emphasis on solidarity and equality is, arguably, discordant with valuing youth over older age. Norwegian society is striving toward a fully participatory society espousing positive attitudes toward older people [18] . These are social principles that all Norwegians ought to live by. Whether older Norwegians themselves would deny or acknowledge aging is not known.
We explored identity process use among Norwegian adults who were 60 years of age and older. We also investigated the psychological effects of those processes in terms of depressive symptoms and aging itself. We asked: 1) Would older Norwegians attribute their physical functioning to a more variable state of health (identity assimilation process), age (identity accommodation process), or both (identity balance process)? 2) What effect would older Norwegians' attribution processes have upon their ability to circumvent depressive symptoms and negativity toward their own process of aging?
Methods
We conducted a secondary analysis of data collected in 2004 as part of a larger field study of quality of life of older adults funded by the European Commission conducted in collaboration with the World Health Organization [19] . Data were collected relating to qualities of life, self-reported health, attitudes toward aging, and demographic characteristics (i.e. gender, age, marital status, education).
Participants & Sampling
Two cohorts took part in the Norwegian Field Study. The largest consisted of a randomly selected stratified sample of older adults from 20 dispersed communities drawn by allocated proportional design by Statistics Norway. The second cohort consisted of those who were unusually frail and living in institutional settings. Inclusion criteria were: 60 or more years of age, Norwegian speaking, resident of Norway, no illness likely to cause death within the next six months, and no significant cognitive impairment. Of the 802 older adults invited to participate, 401 returned questionnaires by mail.
Measurements
1) The Aging Process. Participants' perceptions of their own aging process were measured using the Attitudes to Ageing Questionnaire or AAQ [20] . The AAQ consists of 24 items relating to three domains: psychosocial loss, physical change; and psychological growth. Psychosocial loss is about whether respondents equate old age with them being lonely, depressed, and having loss, whether they are currently feeling disengaged from society and excluded from things, and as they get older, are losing their physical independence, and having difficulty making friends and talking about their feelings. Respondents are also asked about physical changes (their aging ease, feeling old, identity not being defined by age, energy and health at present given their age, physical health problems not holding them back, and exercise regularity and importance). The psychological growth that comes with aging is about better coping and self-acceptance, believing one's life has made a difference, seeing aging as a privilege and as pleasant, giving of and being a good example to others, and felt wisdom. All of these self-report ratings range from 1 to 5; 1 reflects strongly disagree or not at all true, and 5 reflects strongly agree or extremely true.
The validity and reliability of the AAQ has been established using both classical and modern psychometric methods, and pooled data from 20 countries [20] . Internal consistencies for this study sample were: psychosocial loss α = 0.73, physical change α = 0.75, and α = 0.73 for psychological growth.
2) General Health. Participants' general health was assessed using the General Health item of the SF-12 Version 1 [21] . This item asks: In general, would you say your health is excellent, very good, fair, or poor? In the 5-item General Health scale, respondents are first asked to rate their health. This item was recorded so that its 5-point Likert scale response categories ranged from "poor" to "excellent". Because this subdomain asks for two-week ratings, scores are implicitly more variable than age.
3) Physical Functioning. Participants' physical functioning was measured using the two-item Physical Functioning subdomain of the SF-12 [21] . This domain focuses on everyday activity performance. Item 1 asks: How does your health now limit you in moderate activities, such as moving a table, pushing a vacuum cleaner, bowling, or playing golf? Item 2 asks: How about climbing several flights of stairs? Would you say your health limited you a lot, a little, or not at all? The 3-point Likert scale response categories for both items are: "Yes, limited a lot", "Yes, somewhat limited", and "No, not limited at all".
General Health and Physical Functioning scores were standardized on a common metric by using linear z-transformation subdomain equations [21] . Each subdomain is scored to have a standard deviation of 10 and a mean of 50. Individuals who score below 45 are considered below the average range of scores for each SF-12 subdomain in the US general population. Individual norming of subdomains permits researchers to use them separately.
4) Depressive Symptoms. Depressive symptoms were measured using the short-form Geriatric Depression Scale [22] . All 15 items are scored dichotomously (No/Yes) and to obtain a depression score, the number of depressive symptoms is totalled. The value range is 0 to 15, with higher values indicating more depressive symptoms; the time frame for the measure is the present. Scores from 5 -8 indicate mild depression; scores from 9 -11 indicate moderate depression; and scores from 12 -15 indicate severe depression. The consistency reliability of the GDS-15 was α = 0.80. 5) Covariates.Gender was treated as a covariate [4] [7] [9] [11] . So too were the dummy variables of education and living arrangements. Family traditions and connections are a core element of older Norwegians' social identity [15] [23] . Approximately one-third of our participants were receiving help with day-to-day activities from adult children and partners ( Table 1) . Over one-third (38.4%) of our participants also had various forms of post-secondary education, including college and university. Education has been linked with Norwegians' propensities to remain actively engaged in some form of work in their communities [24] .
Data Analysis
We had complete data for analysis on 382 Norwegian Field Study participants. We excluded 15 unusually frail participants who were no longer able to live in their own homes. Eight others had not reported their gender. Our final sample size was n = 359. 1) GLM Regression. The study data were analysed through a regression analysis using the GLM procedure within SPSS [25] . Beta coefficients are estimates of the increase or decrease in dependent variable scores for every 1 point increase in interval level independent variable scores. For dummy variables, dependent variable group means are contrasted against reference category (coded as "1") group means. In our case, then, the beta coefficient for gender equals the "mean dependent variable score for women" minus the "mean score for men on that dependent variable". GLM regressions provide estimates of the statistical power to detect significant effects. Marginal dependent variable means that are adjusted for all other variables in one's model can be estimated for categorical variables. In the first GLM regression, AAQ physical change, psychosocial loss, psychological growth scores were simultaneously dependent variables. Correlations between physical change, and psychological growth and psychosocial loss domains were r = 0.529 (p = 0.000) and r = 0.242 (p = 0.000), respectively. Modelling in simultaneity ensures that regression coefficients for independent variables are not inflated and tailored to each AAQ score [25] .
Testing the IPT required interaction effects. The identity assimilation (attributing one's physical functioning to one's health in general) interaction effect was physical function * general health. The identity accommodation (attributing physical functioning to one's age) interaction effect was physical function * age. We centred all interaction terms [25] . Marginal means for AAQ scores were estimated for our three dummy covariates. In the second GLM regression, GDS scores were the dependent variable. AAQ scores were treated as covariates. Marginal GDS mean scores were estimated for our three dummy covariates.
2) AMOS. GLM regressions yield more parsimonious models for validation testing in path analysis [25] . We validated all statistically significant predictors of each AAQ domain score and GDS scores using AMOS V23.0. The goodness-of-fit of these GLM-derived relationships was assessed using the Model Chi-square statistic (X 2 ), Goodness-of-Fit Index (GFI), Adjusted Goodness of Fit (AGFI), and Root Mean Square Error of Approximation or RMSEA [26] . The ideal p-value for model X 2 is 0.05 or greater. This would indicate that a path model has a near perfect fit with one's real-world data. Model-implied relationships fit real-world data approximately and never exactly; this is more realistic [26] . The GFI is the percentage of 'match' between model-implied relationships and the sample data; ideally, this match is 95%. The AGFI imposes a GFI penalty for the inclusion of additional parameters. The RMSEA is an estimate of error between how well model-implied relationships approximate the sample data. Reasonable estimates for the RMSEA are 0.05 -0.08 [26] .
Results
The characteristics of our 359 participants, along with a statistical description of their SF-12, AAQ and GDS scores are shown in Table 1 . General health scores were roughly 1/2 of a standard deviation below the expected norm of 45. Physical functioning scores hovered around this norm. Approximately 12% of our participants had mild depression; 3.3% had moderate to severe depression. Participants were most positive about psychosocial loss and most pessimistic about physical changes in terms of their own process of aging.
GLM Regression Step 1 (AAQ scores). Statistically significant main effects on AAQ scores were observed for age (F = 10.09, df = 3, p = 0.000; power = 0.998), physical function (F = 10.82, df = 3, p = 0.000; power = 0.999), general health (F = 82.73, df = 3, p = 0.000; power = 1.00), and GDS scores (F = 24.27, df = 3, p = 0.000; power = 1.00). There were no significant main effects for physical function * general health (F = 0.642, df = 3, p = 0.589) or physical function * age (F = 1.732, df = 3, p = 0.160). Gender (F = 4.92, df = 3, p = 0.002; power = 0.909), education (F = 5.07, df = 3, p = 0.002; power = 0.918), and living arrangements (F = 3.29, df = 3, p = 0.021; power = 0.750) had significant main effects on AAQ scores. Table 2 shows domain-specific patterns of statistically significant main effects. Age, gender, general health, living arrangements, and GDS scores had main effects upon psychosocial loss scores. General health, physical function, and GDS scores had main effects upon physical change scores. GDS scores affected psychological growth scores. Marginal mean estimates for psychosocial loss were significantly higher among women and those living with family support. Participants with post-secondary education had significantly lower psychological growth scores. GLM Regression Step 2 (GDS scores). Age, general health, and physical functioning had statistically significant main effects on GDS scores ( Table 3) . Physical functioning * general health significantly predicted GDS scores. For every one point increment in physical functioning or general health scores, GDS scores increased by 0.005. General Health scores ranged from 18.87 -61.99. Physical Functioning scores ranged from 22.11 -56.47. The study variable correlation matrix is shown in Table 4 . We included only the interaction term physical functioning * general health because the correlation between either term approached the collinear criterion of r = 0.70. GLM beta coefficients are isolated estimates [25] . AMOS estimates are simultaneous estimates [26] . Figure 1, Figure 2 , and Figure 3 depict all other statistically significant predictors of AAQ and GDS scores that were identified in both GLM analyses. For clarity purposes, we have left out independent variable correlations that were found not to be statistically significant. The fit indices shown in all three figures are indicative of reasonable goodness-of-fit with our sample data. Except for the X 2 p-values for psychosocial loss and physical change scores, all other indices indicated goodness-of-fit.
In Figures 1-3 , being a woman was significantly associated with not having post-secondary education. Advancing age was associated with living with the support of adult children and/or a partner. Living supported was significantly associated with the interaction term physical functioning * general health. Across all three figures, GDS scores increased with age. Physical functioning * general health had a significant positive effect upon GDS scores. As GDS scores increased, psychosocial loss, physical change, and psychological growth scores significantly declined. We observed effects peculiar to our covariates. Figure 1 shows that men exhibited significantly more negativity toward psychosocial loss than did women. As shown in Figure 3 , the post-secondary education significantly enhanced negativity toward psychological growth. Notwithstanding the latter two covariate effects were small in stature.
Discussion
We explored identity process use among 359 older Norwegians, and how those processes affect depressive symptoms and negativity toward their own process of aging. Our participants attributed physical functioning to their more variable state of health, not their age. In theory, this identity assimilation process circumvents negative thoughts and feelings [7] [11]. In our case, use of identity assimilation enhanced our participants' depressive symptoms and negativity toward aging, particularly toward psychosocial loss and physical change. Use of the assimilation process was also significantly associated with living with the support of adult children and/or a partner.
The identity assimilation process has been found not to reduce older American's symptoms of depression [13] . This theoretical contradiction was attributed to living in a youth-conscious society. In a similar vein, Dutch as opposed to American adults of all ages did not use the identity assimilation process [14] . Both studies emphasize relating findings to cultural beliefs and values. Cultural beliefs and values connote appropriate ways of thinking and doing in relation to the self and to others. Wanting to be accepted within one's own culture and live life according to prescribed cultural beliefs and values is natural for everyone [27] .
In Norway appropriate ways of thinking and doing are prescribed in the Likhet [16] . A principle norm is that Norwegians should not dwell on themselves nor see themselves as more deserving or important than others. People who use the identity assimilation process tend not to dwell upon their physical functioning and avoid attributing this aspect of identity to age [7] [8] [11] . Perhaps the older adults living with support considered it culturally appropriate to attribute physical functioning to their more variable state of health? Age-related attributions equate with acknowledging that one's own aging process has irreversibly asserted itself [8] . Family traditions and connections are core elements of Norwegians' social identity [15] [23] . Family have largely contributed to caring for older kin [28] . The propensity for identity assimilation among those living supported could be rooted in the desire to minimize worry among adult children and partners. Family responsibility norms have also been undergoing change [28] .
Attributing physical functioning to a more variable state of health or not dwelling upon one's physical circumstances condones a Likhet-based norm. Living without support contradicts an equally revered social norm in Norwegian society. We did find that living supported significantly but weakly enhanced perceptions of psychosocial loss. This psychological benefit paled in comparison to the consequences of identity assimilation. These consequences were moderately enhanced depressive symptoms and negativity toward psychosocial loss and psychological growth. The detrimental effect of depressive symptoms was borderline-moderate for psychological growth and moderate for psychosocial loss. Having little social contact with family has enhanced mental distress in older Norwegians [29] . Seemingly, maintaining a more youthful physical identity was psychological costly for participants living with the support of adult children and/or a partner. It meant denying their social identity.
Between 25% -30% of older Norwegians suffer from some form of clinical depression while 8.4% experience severe depression [12] . Less than 1% of our participants reported severe depressive symptoms, although 12% reported mild to moderate depression. There is still a certain degree of stigma attached to depressive symptoms that can lead to disclosure reluctance [30] . Clinically relevant depression not reaching diagnostic thresholds has been linked to depressive psychopathology in old age [31] . Depressive symptoms in older age can also arise out of a sense of inadequacy. In situations of loss, inadequacy stems from the feeling that one should be better able to cope with functional loss later in life [32] . Our participants average physical functioning score approximated the average expected score [21] . Nonetheless participants who were supported by family and/or a partner were prone to attributing physical functioning to a more variable state of health, not age. The enhancing effect of this identity process on depressive symptoms could be rooted in feelings of inadequacy. Depressive symptoms did, in turn, have a moderate negative effect upon participants' perceptions of age-related physical prowess, i.e. physical changes of aging. Norwegian older adults value the sense of control or believing and expecting that one's actions can affect what is going on in one's world [33] . Perhaps participants living with support expected more of themselves in terms of managing everyday activities?
We didn't focus on gender in this study but women did exhibit more positivity toward psychosocial loss. Perhaps the older Norwegian women taking part in this study were more socially connected than their male counterparts. Community participation is important in Norwegian society [16] . This cultural value has manifested among older Norwegian women and men living alone but taking part in meaningful social activities as less pessimism about loss [34] . Participants without post-secondary education equated aging with greater psychological growth. Although gender did not directly affect psychological growth, being a woman was significantly associated with having no post-secondary education. Lower education has solely explained the limited sense of control with age among Norwegian women [35] . We did not have a measure of perceived control in our secondary dataset. However a limited sense of control among our female participants may have evoked less expectation for growth opportunities compared to their male counterparts. The growth domain of the AAQ does have items pertaining to being better able to cope, believing that one's life has made a difference, and felt wisdom
Limitations
Ours is the first study to shed some light on identity process use among older Norwegian men and women. Nonetheless cross-sectional data yields findings of association, not causation. We did not know whether participants had depressive symptoms before those data were collected. Such histories could partly explain the moderate effect of depressive symptoms on psychosocial loss and physical change. We also used secondary data. Variables were combined to represent conceptual variables. We had few unusually frail participants for comparison, and no measures of formal support service use or perceived control. In future we will collect primary data over time, and recruit similar numbers managing at home with formal support services and living in nursing homes. Measuring perceived control and linking it with education can help us explain more variation in psychological growth. Describing the prevalence of depression in Norway and its assessment as not unusual for all older people may also reduce felt stigma for older Norwegians self-reporting depressive symptoms. Studying older people in different countries is no less essential. Identity accommodation has been linked with depressive symptoms among older Americans [13] . This Norwegian study implicates the identity assimilation process.
Conclusions
The findings of this study empirically contradict the Identity Process Theory. On the one hand, the 359 participants in this study did use the assimilation process alone by attributing their physical functioning to a more variable state of health, not to their chronological age. On the other hand, use of the assimilation process enhanced participants' depressive symptoms and negativity toward aging in relation to psychosocial loss, physical change, and psychological growth. We attribute our findings to upholding and denying Norwegian cultural beliefs and values. There is also a growing emphasis upon maintaining a youthful body image, and being energetic and fit at all ages in Norwegian society [36] . This youth-conscious cultural turn may partly explain older Norwegian's growing emphasis on caring for themselves and staying active enough to do so even with physical health limitations [37] . Older Norwegians optimism about self-care has been linked with not receiving family help, remaining active, and not seeing oneself as helpless [38] . Norwegian men and women in their 80s speak of not dwelling upon activities that they can't manage on their own [39] . Older Norwegians living alone have also expressed a desire for "not leaning too heavily" upon close family [34] . Older Norwegians living alone who remain connected with close others also tend to view loss as a normal part of aging [34] . This may further explain why older Norwegians tend to be non-demanding and thus reluctant to access formal support services [17] . Family obligation norms in Norway are now weaker in comparison to countries further south and east of Europe [40] . Whether these cultural turns lead others to replicate or contradict the negative effects of the identity assimilation process reported in this study should evoke curiosity.
